Since the discovery of the sweat abnormality in cystic fibrosis (CF) by Darling et al. (1953) , the sweat test has rightly established itself as the single most reliable laboratory test for this disease. With the assumption that earlier diagnosis and treatment improve the prognosis has come an even greater reliance on the diagnostic value of the test. Thus, the very concept of screening implies an ability to diagnose CF, albeit tentatively, by this criterion alone. Several warnings have been sounded against the practice of basing the diagnosis on this laboratory test in the absence of adequate clinical evidence (Gibson, 1972; di Sant'Agnese, 1972; Committee, Testing for CF, 1976) Schwarz, 1968 Yet, determination of the weight of sweat collected is itself a poor guide to the parameter of real significance-the load on the gland, since it takes no account of the number or the size of the glands involved. Our inability to control the load on the glands may well contribute to the variability of their performance. A certain lack of reproducibility of the sweat test has been referred to (McKendrick, 1962) and is evident from our results presented in Cases 23, 24, and 25 are the only others whose clinical presentation in 1976 was compatible with a diagnosis of CF. Of the 30 patients with 'borderline' sweat [Na] in Table 2 , 11 had no signs or symptoms whatever at the time of writing (Cases 7, 10, 11, 13, 15, 16, 22, (27) (28) (29) (30) , while the remainder have a variety of conditions none of which, in the opinion of several paediatricians, is CF.
It is noteworthy that 13 of the 30 children listed have been found to have asthma. Yet the 4 known sibs quoted have no signs of allergy.
Examination of the sweat [Na] in Table 2 will indicate the approximate delimitation of the area of uncertainty. A precise delineation is clearly impossible and indeed undesirable. The evidence presented here should be sufficient to discourage the use of 'cut-off' values above or below which CF or normal status respectively can be inferred. In single or even in repeated tests, 'high' sweat [Na] lying above the upper limit for normal advocated in published reports (Anderson and Goodchild, 1976; Committee, Testing for CF, 1976) disappearance over several years of observation of the signs with which he presented originally. But we think that the evidence is overwhelming that the sweat electrolyte levels are sufficiently variable, being subject to a number of known and unknown, and in any case uncontrollable, influences for the result of a sweat test to be regarded with great caution if it falls into the 'grey' area. After years of experience administering a very large number of sweat tests we are convinced that a diagnosis of CF is never justified on the basis of the sweat test alone. This conviction is shared by others (Gibson, 1972; di Sant'Agnese, 1972; Anderson and Goodchild, 1976) . Screening, if considered desirable at all, should therefore be undertaken with this in mind. Further, the test should be interpreted not in terms of some arbitrary 'cut-off' value or even of a precisely delineated 'grey area', but in the light of relevant factors like the secretory rate and the potassium concentration of the sweat, and the patient's clinical history and his age. The importance of the latter does not seem to be widely recognized, with the emphasis in published reports on puberty obscuring what may be a steady rise in sweat [Na] up to and beyond puberty, probably referable to a gradually increasing salt intake. The test should be repeated if the result is at variance with the clinical picture, or if it lies within the 'grey area'. Contrary to the statement (Anderson and Goodchild, 1976 ) that the test can be used quite satisfactorily to exclude the diagnosis in sibs, we conclude from our Cases 27-30 that a definitive placing in the absence of symptoms is often difficult and that the 'grey area' has to be extended upwards to accommodate such cases.
For the diagnosis of CF in cases which are clinically not clear-cut, the use of a points system has been advocated (M. D. Warwick, personal communication, 1976) , in which each diagnostic sign or symptom is given some points and a minimum total of points is required for a definitive diagnosis. In such a system we suggest fewer points be awarded to a sweat [Na] of 75 mEq/l than to one of 120, and fewer still to one of 65. the sweat test. 
Limitations of diagnostic value of

